INTRODUCTION
Carcinoma cervix is the most common gynaecological malignancy which usually metastasise to lungs and liver. Cutaneous metastasis is very rare in carcinoma cervix, ranging from 0.1-4.4% only [1] . Out of them a very few cases presented in linear or zosteriform fashion. To our best knowledge no cases of zosteriform metastasis from squamous cell carcinoma (SCC) of cervix has been published in English literature yet.
CASE REPORT
A 49 year old multiparous woman presented with itchy skin lesions over left side of root of neck and upper chest for the past three months (Figs. 1 and 2 ), which was aggravated on sweating and on exposure to sunlight. It started along the neck and gradually spread to upper chest. One year back she was diagnosed with squamous cell carcinoma of uterine cervix and had undergone chemo-radiation. Cutaneous examination revealed grouped shiny papules, nodules and plaques over left side of neck and upper chest, not crossing the midline in a dermatomal fashion along C4, T1 and T2. Stony hard, matted, mobile, non tender lymph nodes of 3cm x 2 cm were present in left upper cervical group. Hard, single, mobile lymph node of 1.5cm x 1cm was present in left lower cervical group. Left supra clavicular lymph node was also enlarged, two in number, 0.5cm x 0.5cm, hard and mobile. Right side of the neck and the trunk were normal. Clinical examination of breasts was normal. Oral cavity was also normal. A provisional diagnosis of zosteriform cutaneous metastasis was made. Chest and ENT consultation was done to rule out other primary sites. Her blood routines and radiological investigations including CT thorax were within normal limits. Skin biopsy of the representative sample taken from the neck lesion showed skin with dermis showing malignant squamous cells arranged in clusters and singles infiltrating the stroma with irregular margins. Overlying epidermis is uninvolved. Features were of metastatic squamous cell carcinoma (Fig. 3) . Patient was advised Fine needle aspiration cytology (FNAC) of the enlarged cervical and supraclavicular lymph nodes and was referred to Radiotherapy department of the Institute but was lost to follow-up. Prior to the study, patient gave written consent to the examination and biopsy after having been informed about the procedure.
DISCUSSION
Cervical cancer is one of the most common malignancy affecting women in India. It frequently metastasizes to lungs, abdominal cavity, gastrointestinal tract, liver, para-aortic nodes, supraclavicular nodes, inguinal nodes and spine [2] . Cutaneous metastases arising from cervical cancer are particularly rare even in the advanced stages of the disease, with its incidence ranging from 0.1% to 4.4% [1] . Mostly, they occur as a sign of disease recurrence and are associated with poor prognosis. SCC accounts for 80% of all cervical cancers but it metastasise to distant sites less commonly than adenocarcinoma [3] .
There is enormous variability in clinical appearance of skin metastasis, with multiple nodules as the most common clinical appearance; less common forms include inflammatory or erysipeloid form, sclerodermoid form, alopecia neoplastica, or bullous form [4] . Cutaneous manifestations may herald the underlying disease process [5] . Zosteriform pattern is very rare type of cutaneous metastases with only a few reported cases. Many of the dermatomal metastases have been initially diagnosed as herpes zoster which is a common finding in immunocompromised cancer patients. Spontaneous pain mimicking herpes zoster has been observed in many patients with zosteriform metastases with many of them initially having been treated with antiviral drugs. 5 It manifested as a sign of relapse following definite treatment of the primary tumour in most reports, but it was the presenting complaint in a few cases [6] .
Only 56 cases of zosteriform pattern have been reported in the English literature since 1970 as per a meta analysis published in 2009 [7] . In males the highest prevalence of primary malignancy was SCC (22.2%) and lung carcinoma (22.2%). In females the highest prevalence of primary malignancy was breast carcinoma (35%), followed by ovary carcinoma (25%). But it was also reported in patients with melanoma, carcinoma of prostate, bladder, colon, rectum and renal pelvis [8] . However, we could not find any case of the same occurring in patients of carcinoma uterus. According to a previous report, adenocarcinomas were the commonest histopathological pattern followed by transitional carcinoma [4] . Generally, the histological features of the metastases are similar to the primary tumor, although metastases may be more anaplastic and exhibit less differentiation. The exact mechanism of zosteriform metastases is still speculative. It has been hypothesised that it might be due to: a) Koebnerlike reaction at the site of prior herpes zoster infection ('locus minoris resistentiae'-site of lessened resistance); b) Perineural lymphatic spread; c) spread via fenestrated vessels of the dorsal root ganglion; d) Accidental surgical implantation [4] .
Metastases from the uterine cervix to the neck lymph nodes are uncommon. With more recent improved treatment of cervical cancer, supraclavicular lymphadenopathy has emerged as a more common manifestation of recurrent disease [9] . Our patient probably had secondaries in the cervical and supraclavicular lymph nodes which could not be confirmed as she was lost to follow-up.
CONCLUSION
In patients with carcinoma cervix and lesions of zosteriform skin lesions, a differential diagnosis of metastasis may be considered to avoid inadequate diagnosis and treatment. A representative biopsy sampling should be taken if the lesions are unresponsive to antiviral agents.
